Seventy patients in whom sphincteroplasty was performed by an original technique are presented. In 65 cases the indication was stenosis of the sphincter of oddi, associated or not with cholelithiasis or hepatic hydatid disease. There were relative indications in another 5 patients. Sphincteroplasty was achieved with the aid of an original probe, and average length of the incision of the ampullary area was 28 mm.
INTRODUCTION
In spite of their apparent similarities, sphincterotomy (ST) and sphincteroplasty (SP) should be seen as two different procedures. The 10 to 18 mm incision performed in ST spares a part of the sphincter of oddi and the newly created aperture maintains its contractile character. By contrast, in SP-as described by Jones1, the incision is 27 to 30 mm long, completely suppressing the function of the sphincter mechanism and a non-contractile opening with a diameter equal to that of the common bile duct (CBD) is obtained. This fact favours the spontaneous elimination of residual stones and reduces the risk of restenosis.
The author's personal experience in this field, during the last seven years, using an original technique for SP2 '3, (Table 1 ). There were relative indications in 5 cases, where the aim was to provide the CBD with a wide drainage channel. 16 The diagnosis of the sphincter stenosis was mainly based on operative assessment. We performed peroperative cholangiography in all cases. The simultaneous administration of cholecystokinin permitted the discrimination of spasm from stenosis. However the reversibility of the lesion was determined by instrumental exploration of the papilla: when a rubber probe of diameter 3 mm would not pass the papilla, we considered this an indication for SP1-6. In the case of a large or dilatable cystic duct, we performed this exploration via the cystic blunt (21 cases The metallic portion describes a moderate curve with an anterior concavity which allows easy passage into the inferior segment of the CBD. In order to provide optimal conditions in the use of the probe, two variants with transverse diameters of the ellipsoidal section of 7 and 9 mm were constructed. B. Surgical procedure: The papilla is detected by introducing the probe into the CBD through a supraduodenal choledocochotomy (Figure 2 ). The button-tipped rod passes the papilla even in cases of tight stenosis and it can be felt through the anterior duodenal wall thus indicating the exact site for transverse duodenotomy (10-15 mm) . By pulling the button-tipped rod, the papilla is brought into the operative field (Figure 2-insert) . We start by incising the anterior wall of the infundibulum which is spread on the two superior branches of the metallic portion of the probe. An opening of 10 to 15 mm is made using fine scissors and taking care to avoid cutting through the papillary ring. This detail is very important, since the infundibulo-papillary region remains elevated into the operative field only for as long as the papillary ring is suspended by the button-tipped rod of the probe ( Figure 3A ). We consider that this is one of the major advantages of our method because the papillary ring-the element of maximal anatomical resistance provides a support and lessens the risk of damaging this rather delicate region.
The moment the opening is made, separation of duodenal mucosa from that of the CBD occurs. Before extending the incision upward, 2 or the retroperitoneal space occurs, Jones recommends the use of an "8" shape stitch.
Once the infundibulum is opened, the plastic tube is connected to a suction outlet ensuring the removal of blood from the operation field. Bleeding can be substantial in this region.
The length of the probe's ellipsoidal portion (30 mm) provides a guide for measuring the length of the incision. As a rule, with an incision of 25 to 28 mm, a permanently open stoma, with a diameter equal to or larger than that of the supreduodenal CBD was obtained. It should be noted, however, that in some cases the intramural portion of the CBD is less than 6 mm, so that pancreatic damage may occur even when a 10 mm sphincterotomy is made1.
The sphincteroplasty is terminated by sectioning the papillary ring ( Figure 3B ).
As a result the whole sphincter region slips into the depths of the operative field and the metallic portion of the probe passes into the duodenum ( Figure 3C ). The progress recorded in the last decade for endoscopic sphincterotomy (ES), has promoted new disputes concerning the indications for procedures on the papilla. The enthusiasm for the endoscopic method has paradoxically seduced those who have considered stenosis to be a "myth" and sphincterotomy an excess. With only a few exceptions, the complete correction of the biliary lesions during the primary intervention remains as the first duty of the surgeon. ES is to be performed only in patients at very high risk and especially in those over 65 years of age. Were, the death rate due to the surgical method (over 5%) will be reduced to below 2% 12.
In so far as failure of biliary surgery is concerned, we have to admit that ES represents the most elegant and the most efficient means of correction. In our data second operations on the papilla account for 22.9% of all cases. We are convinced, however, that the conventional ST will have a more restricted application when the endoscopic method has become more widely available.
2. The risks and the therapeutic benefits of papillary surgery. This represents the second aspect that we intend to discuss.
In spite of its apparently simplicity incision of the sphincter of oddi is an intervention requiring the utmost precision and finesse, which naturally implies an element of risks also. In the early days of papillary surgery, the occurrence and severity of postoperative complications was source of such fear that the controversies over the usefulness and value of these surgical procedures cannot yet be judged as settled. It is obvious that no one can deny the risks involved in either ST or SP, but these risks should not cause us to give up but to be cautious. On the other hand, an appreciation of the operative indications One still widely disputed problem is that of the duodene-choledochal reflux produced by SP. It can be detected in barium contrast X-rays by the passage of contrast medium into the CBD (Figure 4 ). This fact, according to Jones1, demonstrates the permanently open nature of the stoma and so, the efficiency of SP. The opponents of the method maintain that the alimentary reflux from the duodenum is one of the great drawbacks of SP. But the reflux does not cause, by itself, the development of postoperative cholangitis; this pathological condition is dependent on factors which hamper efflux and therefore generate stasis. In other words, the infection is not ascending but descending. In our clinical study only one patient showed the symptoms of cholangitis; this was caused and maintained by duodenal stasis and required, besides antiobiotics, the treatment of dyskinesia. We did not find any other or more frequent causes for stasis and biliary infection, as for example, restenosis of the papilla or residual stones. This is due to the SP ensuring Figure 4 Massive reflux of barium contrast medium into the bile ducts (three months after sphincteroplasty).
good drainage of the CBD and avoiding these complications which are more frequent after ST.
These results show that when an adequate technique is used and when the indications for the method are adhered to, complications in the surgery of the sphincter of Oddi may largely be avoided. Moreover, most authors report good or very good results, i.e. 75 to 90% of the cases1'3'5-7'10'11 '13'14'16-18'20'21 , and the late postoperative checks revealed that neither the bile ducts nor the liver were damaged by the intervention1'7'1'11'2. Our case history reveals that the only serious problem was that of the female patient who had to undergo drainage of a liver abscess after SP (successive checks have ceased to reveal any trouble).
Death rate is also low after the operation on the papilla-1.8% (0.8% due to specific causes) in Negro's a3 statistics. Our own data reveal a single death by a pulmonary complication (1.4%).
In conclusion, we are of the opinion that the vast experience accumulated so far can no longer be ignored and it represents a clear argument against those who persist in denying the value and usefulness of the operations on the papilla. As Stoppa
